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It is a central but little tested hypothesis of behaviour therapy that the effect of imagining
recently, Sherman (1972) found that practice in the real situation reduced fear of water, while desensitization in imagination had no effect. Taking these results together, it must be con cluded that treatment in the real-life situation is generally superior to treatment in imagination for alleviating specific fears in volunteer subjects. Turning to the clinical literature, prolonged exposure to real situations has been used with apparently good results in the treatment of both specific phobias (Watson, Gaind and Marks, i@ii) and agoraphobia (Hand, Lamon tagne and Marks, 1974 
METHOD

Experimental design
Thirty-six agoraphobic women were allocated randomly to three treatments and three thera pists, within the constraints necessary to main tain a fully-balanced factorial design. Major assessments were carried out before treatment, after 8 sessions (mid-treatment), after i6 sessions (post-treatment) and after six-months follow-up, using a wide range of measures. A schematic representation of the design is shown in Table I Imaginal rehearsal (flooding). The patient ima gined herself going out from home and entering a feared situation described by the therapist. These situations from the hierarchy were pre sented in graded order from the least to the most Exposure to the real situation (practice). At each session the patient attempted a journey from the hospital to one of the places or situations The 36 women treated had a mean age of 37 years (range from 21 to 66), with a mean duration of symptoms of 9 years, ranging from I to 26 years. Neither age nor symptom duration differed betweengroups. Becausewe anticipated that itwould be difficult to stop allpatients taking medication to which they had become accustomed,we instructed them to continue unchanged, throughout treatment and follow up, the dose of medication they had been taking before. Twenty-ninepatients were takingpsy chotropic medication, mostly minor tran quillizers.
Twenty-one patients were assessed but did not enter or failed to complete treatment. Of these, fourwere not offered treatmentbecause their conditionwas not consideredsevere enough or because they had other symptoms, and five were offered treatment but refused or failed to attend for appointments, leaving twelve who entered treatment but left before the endâ€"after an average of @ sessions (range 1â€"12).There was no indication that failure to complete was related to the type of treatment being given.
on the hierarchy, either alone or with help at fIrst from the therapist, if this was judged essential. As in imaginal flooding, items from the hierarchy were taken in ascending order of difficulty, and at each session the therapist encouraged the patient to attempt the most difficult item thought possible on that day. Each item was practised continuously for 45 minutes; if it was accomplished more quickly than expected either the item was repeated or the patient remained in that phobic situation the whole of the rest of the time. No attempt was made to increase patients' anxiety deli berately; instead simple reassurance and coping instructions were given.
Separate flooding and practice. Patients in this group received eight sessions of imaginal flood ing followed by eight sessions of practice. In the first eight sessions, a different imaginal item was given in each of the two 45-minute periods, so that by mid-treatment all except the top most item from the I5.item hierarchy list had been included in at least one theme. In the second half of the treatment, patients either spent the whole 90 minutes of a session prac tising one item (if that item still presented difficulties after 45 minutes), or, at the thera pist's discretion, proceeded to a further item for the second 45 minutes. In this way as many items as possible from the hospital-based hierarchy were dealt with, but whether every situation was entered successfully depended on the patient's response.
Combined flooding and practice. Patients in this group received i 6 sessions each, made up of 45 minutes of imaginal flooding followed immediately by 45 minutes of practice. Flooding themes were based on home hierarchy items to match in content the hospital-based practice which was to follow.Thus patientsalways practised items which closely resembled those they had just imagined during the flooding period.
However, this meant that it was not always possible to deal with every item in imagination, because progress in this respect had to be related to progress in practice sessions. appointment. Patients were givenweeklydiary report forms which recorded the practice target, with space for a daily entry of practice attempts. These diary forms were discussed at the beginning of each treatment visit, giving the therapist an opportunity to comment on and encourage the patient in her efforts.
Follow-up visits took the form of interviews
with the therapist one, threeand sixmonths after treatment. These were restricted to dis cussion, advice-giving and encouragement; at no time was any imaginal flooding or situational practicecarriedout at the hospitalduring follow-up.
Assessment measures
In general the methods of assessment resen@ bled those used in an earlier study (Gelder et al, 1973 who first constructed the â€˜¿ behaviouraltest' hierarchy of 15 items which covered a wide range of phobic situations and journeys which the patient feared and avoided. All items were writtenon cards, and were presented to obtain both a rank-ordering of difficulty and a rating of anticipated anxiety (oâ€"io) for each item. At pre-treatment and mid-treatment only, patients were also asked to rate their confidence that they would eventually perform each item, using a simple percentage confidence rating. The sum of the percentage ratings was termed the â€˜¿ total expectancy score', while the sum of the anxiety estimates was called the â€˜¿ total phobic anxiety score'.
Patients Psycho-ph,siologicai recording. After the psycho metric testing, patients rested quietly for ten minutes in a psycho-physiological laboratory while heart rate and skin conductance were recorded(for details ofmeasurementseeGelder et al, ig7@). After the ten minutes patients were asked to listen to pre-recorded descriptions of the most (phobic) and the least (neutral) frightening item from their own hierarchy; the scenesbeing repeatedin the order:neutral, phobic, neutral phobic, neutral, phobic, neutral. After each presentation patients were asked to rate their subjective anxiety on a oâ€"ioscale.
Behavioural testing. After this assessment, and before the start of treatment, a research assistant arrangedtovisit thepatient at home and asked her to attempt the items in the behavioural test hierarchy in sequence, starting with that which the patient expected to accomplish and con tinuing with progressively more difficult items. Testing continued until at least one item had been completed successfully and all items more difficult than this had been definitely failed or refused. At mid-treatment testing and thereafter, the best pre-treatment item was repeated,. and then all items previously rated as more difficult were attempted sequentially until failed or refused as before.
Analysis
Each measure derived from the assessment procedures was separately submitted to an analysis of variance for repeated measures, including pre-, mid-and post-treatment data in one set of analyses, and post-treatment and follow-up in another. Tests were made in these analyses of the significance of a main effect due to occasions of testing (overall change over time) and of interactions between occasions and type of treatment and identity of therapist.
Possible differences between treatment or therapist groups were also tested at the mid treatment, post-treatment and follow-up assess ment occasions by analysis of co-variance, using the pre-treatment measure as a co-variate. This has the effect of checking possible differences on particular occasions, using scores which have been statistically corrected for variations in pre-treatment level. Finally, all pre-treatment and some mid treatment scores were examined in a regression analysis to determine if the outcome at post treatment or at follow-up could be predicted from these scores. For this purpose, a composite improvement score was derived from measures of phobic severity which were found to be highly intercorrelated.
RESULTS
Effects of treatment
On analysis of variance for repeated measures at pre-, mid-and post-treatment, most of the main outcome measures showed a significant main effect of occasions, including all those directly assessing phobic severity (see Table II ).
None of the analysesproduced a significant interaction between occasions and treatment group, indicating that the clear overall trend for patients to improve over the treatment period did not depend on type of treatment given. This negative finding was clear-cut in the sense that no test approached significance, and the means at each occasion of measurement were very similar. The data were then re-analysed separately for the mid-treatment, post-treatment and follow up assessment occasions, using the pre-treatment score as a co-variate. These analyses confirmed the earlier finding; even after statistical correc 
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.. Patients'selfrating: (Iâ€"5) .. tion for pre-treatment variability there were no outcome differences between treatment groups at any time.
Effects due to therapists
Therapist effects had not been anticipated, but in both sets of analyses some measures suggested the presence of outcome differences associated with therapist identity. In the repeated measure analysis of variance of pre-, mid-and post-treatment measures, therapist ratings of phobic severity and depression pro duced significant therapist-by-occasion inter actions. Analysis of covariance confirmed the presence of therapist differences for these two measures, reaching the 5 per cent level of confidence at post-treatment; for phobic severity only at mid-treatment, and for depression only at follow-up. In each case the rank order of means was the same, indicating that one therapist consistently reported the best results, and another the worst. Interpretation of this resultis uncertainbecause a corresponding therapist effect was absent from the assessors' ratings. Only two other measures, not directly gathered by the therapists themselves, gave additional evidence that the therapist differences were real rather than rating artefacts. These were total phobic anxiety scores (i.e. summed hierarchy anxiety ratings) and the anxiety self mood at mid-treatment was still significant on co-variance analysis.
Psycho-physiological results
The variables analysed were average heart rate and skin conductance during phobic and neutral imagery (scored as described in Gelder to the remaining six images, three neutral and three phobic. In the analysis of heart rate, highly significant effects were found for occa sions (heart rate declined over repeated sessions), and for images (phobic imagery was associated with higher heart rate), and the two effects interacted significantly (i.e. there was a greater decline in response to phobic imagery). In addition heart rate declined with repetitions of either image within sessions (Table III ). In the caseofskinconductanceonlytherepetition by image interaction was found to be significant, i.e. the skin conductance response to phobic imagery tended to decline more rapidly than the response to neutral imagery, but this was within, rather than between, occasions of test ing. In the analysis of subjective anxiety ratings the main effects of occasions and type of imagery were highly significant, and type of imagery also interacted with both occasions and repetitions. The results may be summarized by noting that on fIrst presentation both physio logical (heart rate) and subjective response to phobic imagery were greater than to neutral imagery, and that this disparity was reduced over time as the phobic response declined within and between occasions of testing. How ever, there was no evidence that this general finding was influenced in any way by the type of treatment given.
Prediction of outcome
Of the variables used for assessment, seven measures of phobic severity were found to be inter-related, and these were combined to form a composite measure of treatment outcome (Table IV) . The association with pre-treatment score was first removed from each post-treatment score, using linear regression. Each variable was then converted to standard score format, so that over all patients and occasions of measurement the mean of that variable was adjusted to zero and the standard deviation to unity. For each patient and occasion of measure ment, standardized scores on the seven variables were simply added together to form the com posite outcome score.
All pre-treatment measures, other than those that had been used in the construction of the index, were then examined to determine if they were correlated with post-treatment outcome. At follow-up, patients were asked to rank eight commonly cited features of the treatments in order of their perceived helpfulness. Analyses of variance and regression carried out as before showed no difference in rank order associated with treatment groups, therapists or final outcome. There was, however, a highly signi ficant effect overall due to the different rankings given to the items. The mean rank order (Table V) suggests that all patients attributed important effects to the therapists' encourage ment and sympathy, and to a slightly lesser extent the practice component and learning to cope with panic, but that the roles of increased understanding, frightening imagery and diary keeping were not highly valued.
DIscussIoN
Clinical implications
In view of the failure to find any difference between treatments, the choice of exposure method in clinical practice seems to be mainly a matter of convenience. Imaginal rehearsal, combined with instructions to practise at home, might seem the treatment of choice from this 
Theoretical implications
The total lack of differences between treat ments at any point makes it difficult to maintain that the long-term effect of exposure to real stimuli in treatment is different from that of The hypothesis that imaginal rehearsal facili tates later practice is also not supported by the results of the present study. Either procedure used alone had effects identical to those of a combination of both, whether the results of each were assessed at mid-treatment or at the end. Neither the short-term nor the long-term facilitation hypotheses aresupported. The lack of significant differences between treatments inevitably raises the question whether all were equally effective, or all were without specific effect and merely the result of shared â€˜¿ non specific' factors. The average change of 1.4 on a five-point scale of phobic severity represents only a modest change,as itissimilar to that achieved in fewer sessions by other studies, including our own (Gelder et al, 1973 ). How ever, the change following the non-specific controltreatmentfor agoraphobicpatients in the latter study was very small (o .@ points change on the five-point scale). This makes it unlikely that all the effects of our present treatments could be due to similar non-specific effects. It is possible that the longer treatments in the investigation reported here produced diminishing returns, although no unequivocal indication of this is given by a comparison of the first and second half of treatment. Other differences, such as changes in the patient sample, in therapist effectiveness or in rating methods could influence the overall ratings of change, but such factors are likely to operate equally in all treatments. The possibility that the measures used in the present study were too insen sitive to reflect subtle differences between treat ments can be rejected because at least some of the measures were sensitive enough to detect differ ences between the results of the three therapists. If we are to accept that the treatment response observed was greater than can be attributed to non-specific factors alone, and that our treat ment procedures and measures were not un representative of those used by others, then we must turntootherpossible differences between our study and the otherscited, which might account for the discrepant conclusions.
In comparing the present results with earlier reports which favour exposure to the real situation, whether with volunteer subjects having specific fears or with agoraphobic patients, one striking difference is that of the time scale over which treatment was conducted, and another is the opportunity and encourage ment to encounter phobic situations between sessions.
For example, in the study which appears to be most similar to our own (Emmelkamp and Wessels, 1975) 
